Bantul in Central Java was the most severely damaged area by a devastating earthquake in May, 2006 . Even after being victims themselves, nurses and midwives at public health centers worked devotedly. The present research aims to identify the nurses' and midwives' perceptions and understanding of their roles, as well as the needs of training in disaster preparedness and management.
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Issues raised by nurses and midwives in a post-disaster Bantul community

Introduction
Since the turn of the century, Indonesia has experienced many disasters.
One such disaster was an earthquake that struck Bantul, a farming area and suburb of Yogyakarta city on May 26 th 2006. The death toll was particularly high due mainly to the poorly constructed earthquake-resistant concrete and bricks houses that collapsed. Total deaths exceeded 6,500 people and the injured numbered more than 20,000. The most severely damaged sub-districts in the Bantul district were Pleret and Jetis. In Pleret, 11, 195 houses were destroyed, 526 people died and 2,777 were severely injured. In 
Disaster management in Bantul
Disaster relief for the Bantul district swung into operation quickly as a result of disaster management experience gained following the Tsunami in Banda Ache and the earthquake in Nias (Leitmann, 2007) . The relative ease of access to Yogyakarta, a major city in Indonesia, was one of major factors for Bantul receiving any relief services from outside. Immediately following the earthquake, medical relief teams were dispatched from Yogyakarta and other province hospitals to treat victims in temporary field clinics. In addition, many of the injured were transferred to hospitals and a temporary clinic was set up in a nursing school in Yogyakarta city. International relief organizations, such as the World Health Organization (WHO), United Nations Children's Fund (UNICEF), and countries including the United
States and Japan rushed into the area following the disaster. The relief organizations provided health services and training for health volunteers in the villages that established Puskesmas in order to provide support for survivors. However, services for survivors that attended Puskesmas were not always well organized or coordinated. The lack of coordinated services meant that many relief organizations left the area, while survivors remained in temporary tents or damaged houses without any guarantee of further treatment (School of Nursing, 2008) . ' This article is © Emerald Group Publishing and permission has been granted for this version to appear here (http://www.emeraldinsight.com/journals.htm?issn=0965-3562&volume=23&issue=4). Emerald does not grant permission for this article to be further copied/distributed or hosted elsewhere without the express permission from Emerald Group Publishing Limited.' DOI:10.1108/DPM-05-2013-0086
Local health system and Nursing license in Indonesia
In Indonesia the Puskesmas functions as primary health care institutions within the local health system (Shields and Hartati, 2006) . It is located in every sub-district throughout the country, aiming for environmental and preventive health care to at least 30,000 people by each Puskesmas (Kristiansen and Santoso, 2006 Therefore, many of them gave up taking further trainings unless free trainings were offered by chance.
The Indonesian nursing license system is currently undergoing a change from high-school level education to university level education. The majority of nurses and midwives in Puskesmas have high-school level educational backgrounds (Shields and Hartati, 2003 
Literature Review
Following a disaster, many outside relief organizations rush to the devastated region to provide acute intervention according to their own strategies and then leave once their mission i s completed. Reports by these organizations often focus on the problems of poor coordination of local institutions and highlight their efforts and achievements during relief activities (USAID, 2006; Cabinet office, 2007; Ministry of Health, 2006 Red Cross and Red Crescent, 2010 (Fuady et al, 2011; Sloand et al., 2012; Haar et al., 2012; Tanichi et al., 2012; Fuse and Yokota, 2012; Alder-Collins,2013 ).
Lack of disaster preparedness of nursing professionals is argued even in advanced countries, where organized training system is available (Ranse and Lenson, 2012; Richardson et al., 2013) . Many researchers have highlighted the need for training of local health providers to meet various health needs in post-disaster situations (Yang et al., 2010; Fuady, 2011; Husna et al., 2011; Hammad et al., 2012; Al Khalaileh et al., 2012; Filmar and Ranse, 2013) . Although efforts to provide trainings, such as emergency treatment skills, have been made (Bistaraki et al.,2011; Gulzar et al.,2012; Charlton et al., 2011; Conlon and Wiechula, 2011) , the effectiveness of training to meet the needs of front-line health providers are inconclusive (Williams et al., 2008; Husna et al., 2011) . Heywood and Choi (2010) and Heywood et al. (2011) (Sundram et al., 2008; Jose, 2010; Murray, 2010; Yamazaki et al., 2011; Ranse and Lenson, 2012) , even though their own health problems, such as Posttraumatic stress disorder were not well supported by their institutions (Vane and Hull, 2008; Migl and Powel, 2010; Baack and Alfred, 2013; Zhen et al., 2012) .
The scarcity of study about disaster responders in front-line has been pointed out (Stangeland, 2010; Baack, and Alfred, 2013) , and the need for more focused research is argued by several reports (Chapman and Arbon, 2008; Williams et al., 2008; Giarratano et al, 2013 (Chapman and Arbon, 2008; Williams et al., 2008; Yang et al.,2010) .
This article focused on the feedback of nurses and midwives following their participation in the Bantul disaster relief efforts. We report on their involvement as front line responders and the needs for post-disaster nursing.
In doing this we anticipate it will improve post-disaster healthcare while creating a greater awareness of the much needed and valuable role played by nurses involved in post disaster relief activities.
Aim
This research aims to identify the nurses' and midwives' perceptions and understanding of their roles, as well as the needs of educational programs and training in disaster preparedness and management for health care providers.
Methods
Research design
A qualitative research design was used for the focus group interviews in 
Data analysis
Content analysis was used to analyze the transcriptions from the focus group discussion and the responses to the open-end-questions in the questionnaire.
Content analysis provides new insights and increases a researcher's understanding of particular phenomena and informs practical actions (Krippendorff, 2004) . The information from the interview transcripts and the questionnaires was also used to identify the perceptions and needs of nurses and midwives. The transcriptions of focus group discussions were thoroughly read line-by-line by the researchers and labeled with codes. Codes with similar meanings were grouped into categories. The transcripts were reviewed in order to validate the code and categories (Graneheim and Lundman, 2004) . The analysis was finalized by identifying four general themes.
Participants and data collection
Participants for the focus group discussions held at two health centers which were recruited from the two most seriously damaged areas of Bantul in 
Ethical considerations
The study was approved by the Ethical committee of Gadja Mada University, Table 2 merged as perceptions and needs of nurses and midwives from the two centers in Bantul district.
Heavy roles of nurses and midwives Burden as victims
All participants lived in the disaster area and experienced stress and fear about a possibility of reoccurrence of the disaster. Most did not have physical problems when we had the focus group discussions. However, several reported various mental health problems and one had a trauma-related problem (Table 1 ). All experienced stressful post-disaster events such as taking care of injured family members, managing daily living in destroyed homes and many were in grief of lost family members.
"When I feel a light stress, I cannot stop speaking loudly or screaming." "I feel guilty to my family that I cannot take care of them because I have to work at Puskesmas."
Heavy work load
All participants returned to work within one week after the disaster. They felt overwhelmed by their workload and were required participate in over-time work. Most patients had traumatic emotional problems which were caused by the collapse of brick houses. Nurses were not only required to use their trauma care skills but had to assist and support physiotherapy for the follow-up of the injured patients. Despite insufficient medical supplies and equipment, nursing staffs had to take care of survivors who lined up for treatment in the small damaged Puskesmas. In areas where the transportation system was destroyed, nurses treated wounded neighbors at their own homes. During this stressful time many tetanus convulsion cases occurred due to the lack of tetanus immunization among adults.
Home and school visits, as well as taking care of drinking water including garbage disposable problems, increased significantly after the disaster. Some began to take care of neighbors immediately after the disaster. School visits 'This article is © Emerald Group Publishing and permission has been granted for this version to appear here (http://www.emeraldinsight.com/journals.htm?issn=0965-3562&volume=23&issue=4). Emerald does not grant permission for this article to be further copied/distributed or hosted elsewhere without the express permission from Emerald Group Publishing Limited.' DOI:10.1108/DPM-05-2013-0086 were undertaken by nursing staffs to take care of students suffering from emotional and psychological problems including Post Traumatic Stress Disorder and to conduct a number of surveys as requested by government agencies.
Interrupted health services
Damage to buildings and the collapse of local government networks severely hampered the provision of health service at Puskesmas. Medical equipment, such as laboratory machines and dental equipment, was also damaged or destroyed, forcing the closure of these services. Also, the lack of much needed medical supplies hampered wound treatment and the availability of much needed medication.
The lack of computers created complex difficulties for health service providers resulting in difficulties maintaining clinical records and conducting post-disaster surveys. Most individual health records, including the data of school children, were lost in the disaster. This situation led to nurses collecting and maintaining data manually as computers were not available. Consequently nurses at the Puskesmas were overwhelmed by the amount of work they were required to perform.
Disturbing working conditions
All participants expressed concerns about being exhausted and found it difficult to provide health services in temporary clinics that were hot, narrow and noisy. Relief tents and bamboo-made shelters used as temporary Puskesmas buildings were easily affected by environmental conditions of heavy rain or hot weather which were typical of the tropical Indonesian climate. In addition, the noisy and non-private environment in the temporary buildings caused extreme embarrassment for patients receiving birth control treatment such as contraceptive implants.
Unorganized relief activities
Nurses and midwives were not adequately informed of the activities of relief medical operations in the area. The Indonesian authors worked with these Puskesmas and with the cooperation of local government to provide training for community health workers. In addition, the authors' university regularly sent medical teams to provide orthopedic and psychiatric treatment to 'This article is © Emerald Group Publishing and permission has been granted for this version to appear here (http://www.emeraldinsight.com/journals.htm?issn=0965-3562&volume=23&issue=4). Emerald does not grant permission for this article to be further copied/distributed or hosted elsewhere without the express permission from Emerald Group Publishing Limited.' DOI:10.1108/DPM-05-2013-0086 remote areas following the disaster. Very few of the nursing staffs were informed about these programs. In the emergency period, relief operations were conducted mainly by temporary medical teams from outside of Bantul while being coordinated by local government. This situation created serious concern for nurses as relief teams gave unknown medicines to local residents without adequate instruction, resulting in patients often taking their medication incorrectly.
Other times unsuitable medical equipments such as ECG machines were kindly donated. As no training in the use of the donated medical equipment was provided, doctors and nurses were unable to fully utilize all the equipment. "I feel other relief organization ignore our health service at Puskesmas. " "We could not work in the emergency period because we also were victims. "But some NGO did not consider our situations and do their emergency operation by themselves. None of their activities reported to us." "We are donated ECG machine but nobody read the ECG at Puskesmas, even medical doctors. Why they do not provide trainings? "
Difficulties and limitations in post-disaster training sessions
All participants were grateful for being provided cost free disaster-related trainings. At the same time, difficulties and limitations in how training was offered was a constant source of concern for staff.
Inequity of opportunity
Previous training opportunities were given to senior staffs and the knowledge gained from the trainings had unfortunately only been disseminated among staff at Puskesmas. Junior staff members felt excluded from being considered as training candidates. Compared to nurses, midwives rarely had the opportunity to undergo general post-disaster trainings.
Despite this they were required to care for trauma cases in the same way as nurses in addition to their regular maternity responsibilities. Only maternity field training was provided after the disaster. 
Disorganized training environments
Many concerns were expressed about the training locations and scheduled times. Training often took place after work in a local building that had barely survived the disaster and lacked air-conditioning. Other times, trainings were held in local meeting rooms which traditionally had no walls to shut out noise and heat from outside. Participants were often too exhausted and unable to concentrate on lectures in the disturbing environment.
Transportation was also a point of concern as participants were often required to fund travel using their own motor-bikes to attend training. This created financial hardship for many participants when training was held far from the Puskesmas. Sometimes participants failed to participate in the entire programs due to their busy clinic responsibilities.
Morale in Post-disaster
Strong Job commitment challenges.
Satisfaction and disaffection with job condition
There is no doubt that given the extreme working condition following a disaster, many professionals face personal and professional challenges in unfamiliar working environments. This was the case for many health professionals following the disaster in Bantul. Many sacrificed their own needs, helping survivors despite losing family members and their homes.
They worked around the clock in challenging and dangerous working conditions. This situation understandably created a sense of disappointment for some as they felt abandoned and let down by the government who failed to provide appropriate recognition for their extra ordinary sacrifices. Similar to many post disaster situations, nurses in particular felt they were not given the respect and credit that they rightly deserved for their post disaster activities. Nurses generally work together as a team. However, following the disaster, nurses found themselves working independently which requires a great deal of problem solving skills, decision making skills, creativity and independent thinking. This was not fully appreciated by other professional health workers who traditionally work independently and receive recognition for their contributions.
"Midwives work independently in health center, so we (nurses) felt that they were more respected than we were," "By the earthquake, many of us lost family members and we still have to work."
Overcoming stress with community resilience
Many of the nursing staff emphasized how their cultural and traditional faith and family ties were¥ important factors in helping them to continue working and to overcome difficult situations that generated extreme stress.
By sharing feelings and thoughts closely with families, friends and co-workers, they were able to face to this calamity and overcome this hardship together.
"This disaster is a challenge from God." "By faith, I can have spiritual support to overcome." "I can overcome this experience by being close to God." "Sharing my feelings with friends and co-workers, I feel better and I can face the reality,"
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Needs of disaster preparedness and nursing professional development
Needs of community disaster preparedness
The participants emphasized the needs of health education for the community to prepare for future disasters. Cooperation of cadres was the key for them to promote disaster preparedness.
Needs of enhancing accountability as nursing professionals
Nurses expressed concern that aspects of their role, such as prescribing medicine when a doctor was not at Puskesmas, was inappropriate. Also, many felt that they were performing like doctor's assistants and not considered to be working independently like midwives do. This led some to believe they were not given the same level of respect or professional status that midwives, who work independently, receive as health professionals It was clear from the feedback that village midwives working independently in the remote villages need good coordinated support and understanding of their difficult working environment and responsibilities from Puskesmas; however, they receive little support.
"Nurses were thought to be doctor's assistants in health centers." "Midwives work independently in health center, so we (nurses) felt that they were more respected than we were," "We do not perform real nursing care at Puskesmas." "Please pay more attention to village midwives. We must work for community almost 24 hours a day. We need more support. "
Need of disaster preparedness
All nurses and midwives perceived that disaster preparedness was needed both for community and nursing professionals. Most had regrets about never receiving disaster related training before the disaster. Had they received training they believe they could have worked more efficiently in the post disaster environment. All stressed the need for disaster training sessions by be provided regularly for Puskesmas health staff by suitably qualified professionals who have expertise in disaster preparedness, management and recovery. Ongoing training would allow staff to be prepared for any future disasters and allow them to provide necessary and appropriate quality care to survivors. Need of financial and official support for training
The financial cost of trainings was the main reason preventing health professionals from participating in trainings before the disaster occurred.
Training costs included sessions, transportation, lodging and food for individuals to participate when financial assistance was not provided. Self financing of trainings created a financial burden due to the salary levels for many participants who were afraid they would not be able to take further trainings for capacity development. Flexible working schedule arrangements were also needed to allow attendance at regular trainings.
Needs of computerization
Computers were only reserved for administrators. Consequently nursing staffs were required to manually process time consuming documentations.
Findings from the data collected and analyzed clearly shows that nurses working at Puskesmas believe that by using computers to maintain records they would be better able to undertake their clinical responsibilities.
Discussion
Disaster relief workers often find themselves under extreme pressures, particularly during the emergency period, due to various factors including collapsed infrastructure, lack of equipment and supplies and disruption of communications (Hughes et al., 2007 combination of these factors was experienced in Bantul, Indonesia following the earthquake (Schlehe, 2010; Macrae and Hodgkin, 2011; Kusumasari and Alam, 2012) . Nurses and midwives were overwhelmed with the amount of workload, increased responsibilities and the various administrative demands related to ongoing post-disaster health care that was placed on their already stretched capabilities. Compounding problems was the expectation that disaster nursing skills could be developed by the hastily offered trainings under less than ideal organizational and environmental conditions.
Not only were severely damaged buildings utilized during trainings, they lacked air conditioning and privacy and endured disruptive noise. Lack of communication between outside providers and local health providers working in the disaster area, as well as indifference and lack of sensitivity to local knowledge caused confusion and added stress. Several researchers draw attention to these problems by stating relief programs tended to be offers-driven and burdensome (De Ville de Goyet 2008; Raharjo et al., 2008; Macrae and Hodgkin, 2011) .
As a result of this disaster, experienced nurses and midwives took the opportunity to evaluate their roles and responsibilities during their disaster relief efforts. It has emerged from focus group discussions and questionnaires that the role and responsibilities of nurses during the disaster period was relatively ambiguous which created confusion and a feeling that their efforts were not fully appreciated. Despite nurses taking on added responsibilities, they were not considered to have been working independently, though at times they felt they were working independently much like 'doctor's assistants.' On the other hand, midwives who specialized in maternity care traditionally work independently at the Puskesmas.
Despite these differences nurses and midwives recognized that they, as nursing professionals, must work together in post-disaster health service beyond their routine work assignments. As Steiert (2007) suggested, cooperation between nurses and midwives should strengthened to provide effective programs to promote disaster preparedness in their community (WHO, 2007) . Despite this, Indonesian health centers remain unprepared for disasters. Fuady et al. (2011) reported 'determining the roles and responsibilities of nurses and midwives should be a propriety to promote greater competence in nursing practice at Puskesmas.
During focus group discussions, both nurses and midwives expressed the need for ongoing disaster management training and to be consulted about topics that needed to be included during local training. (Archer and Seynaeve, 2007; WHO, 2007) . The need for the development of disaster nursing at health centers did not escape the attention of the WHO, who reports that it is vital to promote disaster preparedness in local community (WHO, 2007) .
Despite the many challenges faced by the nurses and midwives during the demanding disaster relief period, high morale and job commitment remained focused and strong among all participants. This can be attributed in part to the character of the Bantul communities' strong family bond, community network and religious spirituality. All contributed to the functions during the relief operation, compared to other areas such as Ache where community strength was not as prevalent (Ministry of Health, 2006; Raharjo et al., 2008) . Community residents who lost jobs and houses voluntarily supported relief operations and health providers endured the over-time work without the need for any added incentives. Collectively the community and its resilience supported the efforts of nurses and midwives.
Human development in local health providers is a key element to adapt training content effectively into daily practice (Khomeiran et al., 2006) ; therefore the evaluation of trainings should be carefully examined. The experience of communities and front-line health providers could be integrated for further disaster interventions. As Claude reported in his study of 2007, preparing national volunteers prior to the event is the key for a future disaster (de Ville de Goyet, 2007) . In Bantul villages, health education was given to residents mainly by cadres. There is a need for nurses and midwives from the local Puskesmas to provide ongoing disaster preparedness training, education and health promotion for the residents and cadres (Archer and Seynaeve, 2007; Achadi et al., 2007 
Limitations of the Study
Script data in this study was translated from Indonesian to English.
Therefore there is the possibility of subtle interpretation differences during translation of data from Indonesian to English. Also, as participants in this study were only available from the most devastated area, their numbers were small. The results of the study could not present the overall characteristics and concerns of nurses and midwives in Bantul community.
Conclusions
Focus group discussions provided vital information that can and must be used to improve disaster response capabilities. It is equally crucial to examine carefully what unfolded during post-disaster intervention. Focus must be on how local health providers perceived their activities and provided services in order to improve health service in the community and to promote disaster preparedness for future disaster. Furthermore, embedded problems in routine nursing practices and health care systems at local Puskesmas were highlighted and must be addressed in future research.
Nurses and midwives are the front-line health providers from the occurrence of the disaster to the later stages of post-disaster. Voices of the nurses and midwives in this study highlighted the embedded problems in health care system and current nursing performance at Puskesmas in Bantul. The on-the-job trainings are needed to enhance competency as nursing professionals to promote future disaster preparedness in community.
Disturbance of the health care environment along with unorganized disaster management is inevitable in any disaster. However, nursing, health care for survivors and community could be provided by highly committed health professionals trained in disaster management and preparedness.
Establishing training policy and promoting cooperation with local educational institutions by government is crucial for capacity development of the health professionals.
Further study is needed to examine the activities and responsibilities of nursing professionals during post-disaster activities and to improve the standard of disaster nursing in Indonesia.
